
for the breast, apex of lung, upper limbs, as well as 
abdominal viscera and testes. 

Accordingly cervical lymphadenopathy is very 
common. The causes of lymph node enlargement 
(lymphadenopathy) are discussed in chapter 15. 


Differential diagnosis of neck swellings 

The diagnosis of a mass in the neck depends 

upon: 

« Age of the patient. 

B Clinical course. 

B Solid or cystic swelling. 

® Site. 

The most common neck swellings are 

1 . Enlarged lymph nodes. These are recognized by 
being at their known anatomical sites, and by 
their multiplicity. 

2. Thyroid swellings. These are recognized by being 
in the anatomical site of thyroid gland (muscular 
triangle), and by their movement with deglutition. 

Mid-line swellings 

Solid swellings 

1. Submental lymph node enlargement. 

2. Nodule in the isthmus of the thyroid gland. 


Fig. 24.11. Cervical lymph nodies 

1. Submental. 

2. Submandibular. 

3. Jugulo-digastric (part of upper 
deep cervical). 

4. pper and mid deep cervical. 

5. Posterior triangle. 

6. Supraclavicular (part of lower 
deep cervical). They drain 

a Other post triangle nodes 
a Thyroid 
a Pharynx 
a Larynx 

0 Upper oesophagus 
n Breast 
h Upper limb 

0 May be involved in drainage 
of apical lung cancer 
(Pancoast tumour) 

0 On left side may be involved 
in drainage of malignancies 
below the diaphragm, e.g., 
gastric, pancreatic and 
testicular cancer. 

7. Prelaryngeal. 

8. Pretracheal. 


Cystic swellings 

1 . Dermoid cyst. 

2. Thyroglossal cyst.( see thyroid gland). 

3. Subhyoid bursitis. This is a rare tender, oval swelling, which lies transversely 



nodes are multiple, could be 
submandibular salivary gland 


Swellings in the submandibular triangle 

1 , Enlarged submandibular lymph nodes. 

2. Enlarged submandibular salivary gland. 

They could be differentiated from each other as the 
rolled over the edge of the mandible ana, un 
swellings, can not be felt in the floor of the mouth. 

Swellings in the ea rCltaicjl 

Solid swellings . 

1- of the thyroid gland. 

3 

— y* l! exhibit^ transmitted ^ “^1^^ 
Angiography is not possible the 

grrt even before excision to avoid interrupt 

the blood flow to the brain. 


Cystic swellings 

1 . Cold abscess. 

2. Branchial cyst. 

Swellings in the posterior triangle 

Solid swellings 

1 . Enlarged lymph nodes. . 

2. Neurofibroma arising from the brachial plexus. 

3. Cervical rib. 

Cystic swellings 

1 . Cystic hygroma. 

2. Pharyngeal pouch (chapter 25). 

3. Cold abscess swelling in the supraclvicular region, which i 

4 Pneumatocoele. this is a cystic bwemuy » ‘ . intn the base c 

resonant and compressible. It is due to herniation of the pleura into the 

neck. 


” "StS«n,.u. « r , ~n in m. nec 
region and should be put fn mind. They are added to any of the previous lists. 

1. Lipomas. 

2. Sebaceous cysts. 

3. Haemangiomas. 

Tr « = ssat 
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Development of the face, lips and palate 

Development of the face (Fig. 20.1) . 

The human face is formed by fusion of five 
embryonic prominences. Each process is for ^® d ® “ r ® 
of mesenchymal tissue lined by epithelium of endodeimal 
origin and covered by surface ectoderm. They encircle the 

stomodaeum (primitive mouth). 

. One frontonasal process. I he frontonasal P roc ®ss 
(made of proliferation of neural crest from the 
forebrain) is indented by two olfactory pits dividing it 
into a median and two lateral processes. 

. Two mandibular processes. I hese will lorm the iloor of 
the mouth, lower jaw, lower lip and the two superior 
portions which give rise to the maxillary process. 

External^ auditory cana | j s formed from the first, 

branchial groove while the auricle is deiived main y rom 
the second branchial arch from six tubercles. 


Development of the face, 
lips and palate 
Congenital anomalies 
Maxillo facial injuries 
Infections of the face 
Lip cancer 


Pr©ti to nasal 


« .. \ 

— i ^M;ixlii-iry 

Mr id I u ■ 


Development of the lips (Fig. 20.1) 

U ^ P The f ' lateral parts are formed of the maxillary process 

below the nostrils. . r 

. The middle part of upper lip (philtrum) is formed oi the 

median part of frontonasal process. 

Lower lip , . , . „ * * ho twn 

The lower lip is formed by fusion of the two 

mandibular processes. 


Fronton 


s00 ‘ 

I p il!< 


J / : 
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Development of the palate _ ^ : Fig 20 i Devel ■: m i* 

■ Primary palate. This is the anterior part of the ^palate j£ a ^ „ ^ „ , 

carries fheVuMncilo® teeth. ^'he premaxilla is derived from the median part of th 
frontonasal process (the same part that forms the philtnm of upper Up). 


Secondary Pa'ate. Fmm ea h maxjllary P^ess ^th eaTotoefar' 

together with the nasa, septum th, 
iarahng P toe nasal cavities from each other and from the oral cavity. 



6. Mandibular prognathism which means protrusion of Unilateral incomplete I 

the mandible. cleft ftp. 


Clefts of the lip and palate are the most frequent 
congenital anomalies of the head (1700 live births). The 
incidence is less in black and oriental races. Therefore, 
they will be discussed in details. 

Cleft Sip (hare flip) 

Aetiology 

The possible aetiological factors include 

1 . Familial disease due to genetic susceptibility. 

2. Consanguinity. 

3. Prenatal exposure to alcohol, anticonvulsants, x- 
ray or virus infection as German measles in the 
first 3 months of pregnancy. 

Pathology 

® Cleft lip is caused by failure of fusion between the 
median part of the frontonasal process and one 
(unilateral) or both (bilateral) lateral maxillary 
processes in the developing face. 




20.3. Bilateral cleft lip 
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Cleft lip does not interfere with suckling, but there might be associated abnormal 

Cleft Hp°may be associated with other congenital anomalies in up to 35% of cases 
(cleft palate, velopharyngeal incompetence, coloboma, microphthalmia, 
encephabocele, ear tags or torticollis). 


Surgery is the only treatment 

Timing. Operation is best performed at the age oi 3-b 
months. 

Pre-requisites. The infant should be at least 
pounds in weight and the haemogbobin level should 
be at least 10 grn%. 

Aim of surgery. The aim of surgery is to improve 
appearance. There is no functional loss. 

Principles of the operation (Fig. 20.5) 
o Paring of the edges. 

o Repairing the defect by suturing the three 
layers of the lip (skin, muscle and mucous 
membrane) taking care to adjust the 
vermilion and mucous borders. The sutures 
are not made in a straight line but in a 
zigzag way to avoid notching of the lip 
margin as the scar contracts. 


clefts. 


Isolated cleft palate forms one third of all facia! 


MX 


; mm 


ATT., 

% ■ 


r Ct- r 

Predisposing factors are as mentioned lor cleft lip. 

Cleft palate is caused by arrest of fusion between the 
two palatal processes, and possibly with the premaxilla. 

Types (Fig. 20.6) 

Cleft uvula. 

Cleft soft palate. 

Cleft soft and hard palate (complete). 

Complete cleft palate plus one side of premaxilla 

(bipartite). . 

Complete cleft palate plus both sides oi premaxilla 

(tripartite, Fig. 20.7). 



1 . 

2 . 

3. 


5. 



B. 

C. 


Fig. 20.6. Types of cleft palate 
A. Cleft soft palate 

Cleft soft and hard palate 
Complete cleft palate plus 
one side of premaxilla 
(bipartite) 

Complete cleft both 
sides of (tripartite) 


D. 


(a) Impairment of normal suckling, due to inability to 
create a negative intra-oral pressure because of the 

(b) Food^vW reZrinto G the°nose and may be aspirated leading to aspiration pneumonia 
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(c) Inadequate emptying of the middle ear due to abnormal levator palati insertion, 
preventing adequate areation of the Eustachian tube thus predisposing to recurrent 
otitis media. This may lead to hearing loss. 

(d) Speech defects secondary to. 

a. Inadequate velopharyngeal mechanism. 

Opposition of velum (the muscles of the soft 
palate) against the pharyngeal wall to separate 
the oral from the nasal cavity) is impaired. Nasal 
tone due to naso-oral communication. 

b. Hearing loss 

(e) Distortion of facial growth. 

(f) Interference with normal teeth alignment. 

Treatment 

Q Timing of operation 12-18 months. 

H Preoperative management 

o Attention to feeding. As there is inefficient breast 
feeding, a bottle with a large hole is used or 
spoon feeding. is practiced in an upright position, 
o Prevention and treatment of chest infection. 

■ Objectives of surgery 

o Closure of oro-nasal communication 
o Achieving a competent velopharyngeal sphincter. 

H Principles of surgery (Fig. 20.8) 
o Paring of edges. 

o Suturing is done in 3 layers in the middle line 
(nasal mucosa, muscle layer then oral mucosa), 
o Lateral relaxation incisions are needed, 
o Fracture of the pterygoid hammulus to relax the 
tensor palati. 

H Post operative treatment 
o Speech therapy, 
o Orthodontic treatment. 

Maxillofacial injuries 

Maxillofacial injuries are frequent with road traffic accidents, fights, and contact 
sports as soccer. 

In treatment of patients with extensive maxillofacial injuries, the order of priorities is 
consistent 

1. Patent airway. The patient may have compromise of his respiration due to blood, 
dentures or vomitus obstructing the upper airway. The usual measures to keep a 
patent airway are followed (chapter 2). Tracheostomy is rarely indicated. 

2. Effective breathing. 

3. Control of haemorrhage by direct pressure or ligation of the bleeding vessels. If the 
patient is shocked, suspect associated abdominal or chest injuries. Remember that 
isolated facial injuries rarely cause shock. 

Soft tissue injuries 

Skin wounds 

These should be treated in theatre under sterile conditions: 

269 
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■ Clean and irrigate the wound. 

« Remove foreign bodies. 

■ Minimal wound debridement. 

a Cut wounds and lacerations are sutured. . 

■ Avulsed flaps are sutured back after ensuring vascularity at the tip. 

„ Local flaps or skin grafts are needed if there are skin defects. 

Facia! nerve injuries . . 

These can be diagnosed on physical examinatio . treatment 
. If the injury is medial to the midpupillary line, it requ res no > treat" 1 ■ 

. Lateral injury requires nerve repair under magnification (chapter to). 

Parotid injury . , ana<;tomos j S over a small silastic catheter. If the 

' proximal cut end is sutured to the ora, 

. r u C ry S to the gland. The skin is sutured and a small drain, is inserted. There will be 
minor salivary leakage which usually stops in 3 weeks. 

Eyelid injuries Reoair of cut levator should be done, 

oth.™£ r p»*wZI=u°i! T t'=,°Uu» S SpSj. '« 

must be recognized and repaired to avoid epiphora and dacryocystit . 

Earini Fuin h ickness tears are sutured by cutaneous perichondria, sutures. Haematomas 
should be evacuated otherwise cauliflower ear will result. 

UPS These should be sutured in 3 layers with respect to the anatomical landmarks 
intra gre debr j ded a nd loosely approximated. 

Animal! bites ^ heavj|y contaminate d. Treatment consists of prompt excisior 

antibiotics and rabies vaccination. I he wound is left open. 

Fractures of facial bones 

These fractures may be closed or open. 


Falls, kicks, fist blows, car accidents or pathological. 


Fractures may occur in the symphysis, body, angle, ramus, condyles, coronoid 
alveolar process. 




mouth because the mucoperiosteum is firmly Fig, 20.9. Irregularity of the line of teeth 
attached to the bone. in a case of mandible fracture 


Impairment of speech and swallowing. 
Sometimes there is anaesthesia of the lower lip. 


B Swelling and haematoma in the floor of mouth 
(Coleman’s sign). 

D Local tenderness. 

B Crepitus 

0 Irregularity of the line of teeth (Fig. 20.9). 

Investigations 


Fig. 20. 10. A panoramic view shows 
the whole mandible. In this case the 
fracture is situated near the mental 
foremen and has been fixed by 
plates and screws. 




Plain X-ray is diagnostic. A panoramic view 
shows the whole mandible (Fig. 20.10). 

CT may be needed. 

Treatment 

1. First-aid treatment. The jaw is supported with 4- 
tailed bandage and analgesics are prescribed for 
pain. Antibiotics and mouth hygiene are 
important to prevent infection. 
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There is pain, excess salivation, mal-occlusion epistaxis diplopia swelling, 
crepitation. The deformity can be visualized by X-ray or CT scan (Fig. 20. ). 


and 




classified maxillary fractures into three 

varieties (Fig. 20.1 3) . , f 

» Le Fort S. This is a transverse fracture above the level of 
the teeth. It is treated by intermaxillary fixation which in 
turn is fixed to the inferior orbital margin by wires. 

This is a pyramidal fracture, traversing the 
the posterior wall of maxillary 
the orbit. It is treated by 


Le Fort IS. This is a pyramidal rraciu.e, uc*vo.o,..« -- j 
base of the nose through the posterior wall of maxillary scan 

antrum and across the orbit. It is treated by . .... 
intermaxillary fixation fixed by wires to the zygomatic 

~ hw-'vrto 




depressed fracture of ante: it 
wall of left maxillary antrum. 



OI1IUO UUC/ vuucc - 

bl0W complains of diplopia and limited up and down gaze 

with or without enophthalmos. 

Temporomandibular dislocation 
Aetiology 

■ Direct blows. 

: wide" opening of the mouth under anaesthesia. It is commonly bilateral and affect 
middle aged females. 



Infections of the face 



Fig. 20.16. Lymphatic spread of lower lip 
cancer. A. Submandibular nodes B. Upper 













